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Notice of Privacy Practices
Blue Cross of Idaho Health Services, Inc. (we, us, our) is committed to protecting the privacy of your

personal financial and health information. We maintain physical, electronic, and procedural safeguards
that comply with legal requirements. You can find an explanation of our privacy practices on our
website at www.bcidaho.com/about_us/privacy policy.asp or by calling 1-877-488-7788.
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DISCRIMINATION IS AGAINST THE LAW

Blue Cross of Idaho and Blue Cross of Idaho Care Plus,
Inc., (collectively referred to as Blue Cross of Idaho)
complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex. Blue Cross of Idaho does
not exclude people or treat them differently because of
race, color, national origin, age, disability or sex.

Blue Cross of Idaho:
* Provides free aids and services to people with
disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large
rint, audio, accessible electronic formats, other
ormats)
* Provides free language services to people whose
primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact Blue Cross of Idaho
Customer Service Department. Call 1-800-627-1188
(TTY:711), or call the customer service phone number
on the back of your card. If you believe that Blue
Cross of Idaho has failed to provide these services or

discriminated in another way on the basis

of race, color, national origin, age, disability or sex,
you can file a grievance with Blue Cross of Idaho's
Grievances and Appeals Department at:

Manager, Grievances and Appeals

3000 E. Pine Ave., Meridian, ID 83642
Telephone: 1-800-274-4018

Fax: 208-331-7493

Email: grievances&appeals@bcidaho.com
TTY: 711

You can file a grievance in person or by mail, fax,
or email. If you need help 1’Eﬁing a grievance, our
Grievances and Appeals team is available to help you.
You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services, 200
Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 800-537-7697
(TTY). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: If you speak Arabic, Bantu, Chinese, Farsi, French, German, Japanese, Korean, Nepali, Romanian,
Russian, Serbo-Croatian, Spanish, Tagalog, or Vietnamese, language assistance services, free of charge, are

available to you. Call 1-800-627-1188 (TTY: 711).
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Bantu: ICITONDERWA: Nimba uvuga lkirundi,
uzohabwa serivisi zo gufasha mu ndimi, ku buntu.
Woterefona 1-800-627-1188 (TTY: 711).

Chinese: SR IREFERERTX, LA LIEEES
EEIEMIRFEEEE 1-800-627-1188 (TTY:711) o
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Arabic

French: ATTENTION: Sivous parlez frangais, des
services d'aide linguistique vous sont ﬁDroposés
gratuitement. Appelez le 1-800-627-1188 (ATS : 711).

German: ACHTUNG: Wenn Sie Deutsch
sprechen, stehen lhnen kostenlos sprachliche
ilfsdienstleistun%)_e&zurVerfl','lgung. Rufnummer:
1-800-627-1188 (TTY: 711).
Japanese: JIERIE : BAFEZENLIGE, BN
NDEBXEECFIAVLIZITET, 1-800-627-1188
(TTY:711) FT. BEREICTITERSLZSLY,
£ MEdIA = 32, 20 X|J
00-627-1188

Nepali: €31y 4, dURSd AdTell
TS Hel ATHIT ST FETIdr
GIRICED {(qm 3UGTY T | Bl IR
1-800-627-1188 (efefars: 711) |
Romanian: ATENTIE: Daca vorbiti limba
romana, va stau la dispozitie servicii de
asistenta lingvistica, gratuit. Sunati la 1-800-
627-1188 (TTY: 711).

Russian: BHUMAHUE: Ecau BbI rOBOpUTE Ha
PYCCKOM $I3bIKE, TO BaM JOCTYITHBI OCCIIaTHBIC
ycnyru nepeBona. 3Bonurte 1-800-627-1188
(reneraii: 711).

Serbo-Croatian: OBAVJESTENJE: Ako
govorite srpsko-hrvatski, usluge jezicke pomodi
dostupne su vam besplatno. Nazovite 1-800-
627-1188 (TTY- Telefon za osobe sa osteéenim
govorom ili sluhom: 711).

Spanish: ATENCION: si habla espafiol, tiene a
su disposicion servicios gratuitos de asistencia
lingUistica. Llame al 1-800-627-1188 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka

ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-627-1188 (TTY: 711.
Vietnamese: CHU Y: N&u ban ndéi Tiéng Viét, c6
cac dich vu ho trg ngon nglt mién phi danh cho ban.
Goi s6 1-800-627-1188 (TTY: 711).
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BENEFITS OUTLINE:

This Benefits Outline describes the benefits of this Policy in general terms. It is important to read the Policy in full
for specific and detailed information that includes additional exclusions and limitations on benefits. Your manager
of employee benefits should be able to help if you have questions. If you receive this document and/or any other
notices electronically, you have the right to receive paper copies of the electronic documents upon request at no
additional charge.

Throughout this Policy, Blue Cross of Idaho may be referred to as BCI. For Covered Services under the terms of
this Policy, Maximum Allowance is the amount established as the highest level of compensation for a Covered
Service. There is more detailed information on how Maximum Allowance is determined and how it affects out-of-
state coverage in the Definitions Section. Insureds should check with BCI to determine if the treatment or service
being considered requires Prior Authorization. All Inpatient Admissions and Emergency Admissions require
Inpatient Notification Review or Emergency Admission Review, as appropriate. If an Insured chooses a
Noncontracting or a nonparticipating Provider, the Insured may be responsible for any charges that exceed the
Maximum Allowance.

Note: In order to receive maximum benefits, some Covered Services require Emergency Admission Notification,
Non-Emergency Preadmission Notification, and/or Prior Authorization. Please review the Inpatient
Admission Notification Section and Prior Authorization Section of this Benefits Outline for specific
details.

See Attachment A of this Benefits Outline or the BCI Website, www.bcidaho.com for a complete list of
services which require Prior Authorization.

EMERGENCY SERVICES

For the treatment of Emergency Medical Conditions or Accidental Injuries of sufficient severity to necessitate
immediate medical care by, or that require Ambulance Transportation Service to, the nearest appropriate Facility
Provider, BCI will provide In-Network benefits for Covered Services provided by either a Contracting or
Noncontracting Facility Provider and facility-based Professional Providers only. If the nearest Facility Provider is
Noncontracting, once the Insured is stabilized and is no longer receiving emergency care, the Insured (at BCI’s
option) may transfer to the nearest appropriate Contracting Facility Provider for further care in order to continue to
receive In-Network benefits for Covered Services. If the Insured is required to transfer, transportation to the
Contracting Facility Provider will be a Covered Service under the Ambulance Transportation Service provision of
this Policy.

WOMEN’S HEALTH AND CANCER RIGHTS ACT NOTICE:
The Women's Health and Cancer Rights Act of 1998 requires health plans and insurers to provide the following
mastectomy-related services.

1. Reconstruction of the breast on which the mastectomy/lumpectomy was performed;

2. Surgery and reconstruction of the other breast to produce a symmetrical appearance; and

3. Prostheses and treatment of physical complications at all stages of the mastectomy/ lumpectomy, including
lymphedemas.

OBSTETRIC OR GYNECOLOGICAL CARE NOTICE:

You do not need Prior Authorization from Blue Cross of Idaho or from any other person (including a primary care
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our
network who specializes in obstetrics or gynecology. The health care professional, however, may be required to
comply with certain procedures, including obtaining Prior Authorization for certain services, following a pre-
approved treatment plan, or procedures for making referrals. For a list of participating health care professionals
who specialize in obstetrics or gynecology, please visit our Website at www.bcidaho.com. You may also call our
Blue Cross of Idaho Customer Service Department at (208) 331-8897 or (866) 804-2253 for assistance in locating a
Provider.
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IDENTITY THEFT PROTECTION

Your healthcare coverage with Blue Cross of 1daho includes free credit monitoring, fraud detection and fraud
resolution support. You, and the dependents on your plan, can sign up for this coverage beginning on the effective
date of this Policy and it is available for the length of your coverage with Blue Cross of Idaho.

ELIGIBILITY AND ENROLLMENT

Eligible Retiree - An officer or employee of a state agency, department or institution, including state officials, and
elected officials who was hired on or before June 30, 2009. The retiree must be under age 65, have at least ten (10)
years (20,800 hours) of credited state service, be receiving monthly retirement benefits from a State Retirement System
and retire directly from state service.

Retirees hired after June 30, 2009 are not eligible for coverage unless they have credited state service of at least twenty
thousand eight hundred (20,800) hours before June 30, 2009 and subsequent to reemployment, election or
reappointment on or after July 1, 2009 accumulate an additional six thousand two hundred forty (6,240) continuous
hours of credited state service and are otherwise eligible for coverage.

(see the Policy for additional Eligibility and Enrollment provisions)

WEIGHT MANAGEMENT PROGRAM

This program is available at no cost to Insureds who qualify. Wondr Health is an evidence-based, digital counseling
program that helps Insureds lose weight and improve their quality of life and reverse clinical risk. The program is built
to prevent diabetes, reduce the risk of heart disease, reverse metabolic syndrome, and combat other obesity-related
diseases. To find out if you qualify, send an email to support@wondrhealth.com or call 855-999-7549.

The program includes three different phases to help Insureds learn new skills and apply them to their real life:
o WondrSkills: Initial skill-building

o WondrUp: Personalized skill reinforcement

o WondrLast: Long-term skill maintenance



mailto:support@wondrhealth.com
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LARGE GROUP HDHP (RETIREE)!
BENEFITS OUTLINE
Visit our Website at www.bcidaho.com to locate a Contracting Provider
In-Network Out-of-Network
(Contracting Providers) (Noncontracting Providers)
The Insured is responsible to pay these amounts:

Deductibles (per Benefit Period)

With the exception of certain Preventive Care services, no
payment is due from BCI under this Policy until the Deductible
is met.

Individual $2,000

Family $4,000
(All family members contribute towards the family
Deductible. Claims will not be paid for any individual
family member until the total family Deductible has
been satisfied.)

Out-of-Pocket Limits (per Benefit Period)

Includes applicable Deductible, Coinsurance and Copayments.

(See Policy for services that do not apply to the limit)

Individual $5,000
Family
(No Insured may contribute more than the Individual $10,000

Out-of-Pocket Limit amount toward the Family Out-of-
Pocket Limit)

Coinsurance
Unless specified otherwise below, the Insured pays the
following Coinsurance amount

Frequently used Covered Services - Some services may require Prior Authorization.
Physician Office Visits (please see the Prescription Drug

30% of Maximum Allowance after Deductible

Section for services available by a Licensed Pharmacist in Deductible and Coinsurance
the state of Idaho)

Preventive Care Covered Services No Charge
(Includes services, screenings and tests that have received a (Deductible does not apply)

rating of A or B to the extent recommended by the U.S.
Preventive Services Task Force and Health Resources and
Services Administration. Further information and specifically
listed Preventive Care Covered Services are available on the
BCI Website, www.bcidaho.com)

Immunizations No Charge

Specifically listed on the BCI Website, www.bcidaho.com. (Deductible does not apply)
TELEHEALTH SERVICES

Telehealth Services provided by MDLIVE MDLIVE provides access to the following non-emergency

categories of telehealth services: Medical Consultation,
Psychotherapy Treatment, Outpatient Medication Management and
Psychiatric Evaluation/Medical Service. All MDLIVE services are
In-Network and no charge after Deductible, per visit.

To request a visit, call (888) 920-2975 or visit the Website at
www.mdlive.com/bcidaho.

This information is for comparison purposes only and not a complete description of benefits. All descriptions of coverage are subject to the provisions of the corresponding
contract/policy, which contains all the terms and conditions of coverage and exclusions and limitations. Certain services not specifically noted may be excluded. Please refer to
the contract/policy issued for a complete description of benefits, exclusions limitations and conditions of coverage. If there is a difference between this comparison and its
corresponding contract/policy, the contract/policy will control.
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Telehealth Virtual Care Services (Providers other than
MDLIVE)

Telehealth Virtual Care Services are available for any category of
covered outpatient services. The amount of payment and other
conditions for in-person services will apply to Telehealth Virtual
Care Services. Please see the appropriate section of the Benefits
Outline for those terms.

COVERED SERVICES
Some services may require Prior Authorization.

In-Network Out-of-Network
(Contracting Providers) (Noncontracting Providers)

The Insured is responsible to pay these amounts:

Acupuncture Services and Chiropractic Care Services
Up to a combined In-Network and Out of-Network total of 18
visits per Insured, per Benefit Period.

Deductible and Coinsurance

Allergy Injections

Deductible and Coinsurance

Ambulance Transportation Service

Deductible and Coinsurance

Breastfeeding Support and Supply Services

(Includes rental and/or purchase of manual or electric breast
pumps. Limited to one (1) breast pump purchase per Benefit
Period, per Insured.)

No Charge
(Deductible does not apply)

Dental Services Related to Accidental Injury

Deductible and Coinsurance

Diabetes Self-Management Education Services

Deductible and Coinsurance

Diagnostic Services - Laboratory and X-ray
(Including diagnostic mammograms)

Deductible and Coinsurance

Durable Medical Equipment, Orthotic Devices and
Prosthetic Appliances

Deductible and Coinsurance

Emergency Services — Facility Services

(Copayment waived if admitted)

(Additional services, such as laboratory, x-ray, and other
Diagnostic Services are subject to applicable Deductible,
Coinsurance and/or Copayment. For Out-of-Network treatment
of Emergency Medical Conditions as defined in the Policy, BCI
will provide In-Network benefits for Covered Services. Insured
may be balance-billed for these services.)

$100 Copayment per hospital Outpatient emergency room visit, then
Deductible and Coinsurance.

Emergency Services — Professional Services

(For Out-of-Network treatment of Emergency Medical
Conditions as defined in the Policy, BCI will provide In-
Network benefits for Covered Services. Insured may be
balance-billed for these services.)

Deductible and Coinsurance

Hearing Aids

(For Eligible Dependent Children Only. Benefits are limited to
one (1) device per ear, every three (3) years, and includes forty-
five (45) speech therapy visits during the first twelve (12)
months after delivery of the covered device.)

Deductible and Coinsurance

Home Health Skilled Nursing Care Services

Deductible and Coinsurance

Home Intravenous Therapy

Deductible and Coinsurance Deductible and 80%
Coinsurance

Hospice Services

No Charge after Deductible

Hospital Services
Includes coverage for newborn nursery charges

Deductible and Coinsurance

Maternity Services and/or
Involuntary Complications of Pregnancy

Deductible and Coinsurance

Medical Foods

Deductible and Coinsurance

This information is for comparison purposes only and not a complete description of benefits. All descriptions of coverage are subject to the provisions of the corresponding

contract/policy, which contains all the terms and conditions of coverage and exclusions and limitations. Certain services not specifically noted may be excluded. Please refer to

the contract/policy issued for a complete description of benefits, exclusions limitations and conditions of coverage. If there is a difference between this comparison and its

corresponding contract/policy, the contract/policy will control.
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COVERED SERVICES In-Network Out-of-Network
Some services may require Prior Authorization. (Contracting Providers) (Noncontracting Providers)
The Insured is responsible to pay these amounts:
Deductible and Coinsurance

Mental Health and Substance Use Disorder Inpatient and
Outpatient Services

o Facility and Professional Services
Outpatient Applied Behavioral Analysis (ABA) (as part of an
approved treatment plan)
Treatment for Autism Spectrum Disorder Covered the same as any other illness, depending on the services
(Services identified as part of the approved treatment plan) rendered. Please see the appropriate section of the Benefits Outline.
Visit limits do not apply to Treatments for Autism Spectrum

Disorder, and related diagnoses.

Deductible and Coinsurance

Deductible and Coinsurance

Outpatient Cardiac Rehabilitation Services

Outpatient Habilitation Therapy Services Deductible and Coinsurance
e  Qutpatient Occupational Therapy

e  Qutpatient Speech Therapy

e  Qutpatient Respiratory

Up to a combined In-Network and Out-of-Network total of 20
visits per Insured, per Benefit Period

Outpatient Rehabilitation Therapy Services

e Outpatient Occupational Therapy

e Outpatient Speech Therapy

e Outpatient Respiratory

Up to a combined In-Network and Out-of-Network total of 20
visits per Insured, per Benefit Period

Outpatient Habilitation Physical Therapy

Up to a combined In-Network and Out-of-Network total of 40
visits per Insured, per Benefit Period

Outpatient Rehabilitation Physical Therapy

Up to a combined In-Network and Out-of-Network total of 40
visits per Insured, per Benefit Period

Palliative Care Services

Post-Mastectomy/Lumpectomy Reconstructive Surgery

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

No Charge after Deductible
Deductible and Coinsurance

Prescribed Contraceptive Services
(Includes diaphragms, intrauterine devices (1UDs),
implantables, injections and tubal ligation)

No Charge
(Deductible does not apply)

Rehabilitation or Habilitation Services

Deductible and Coinsurance

Skilled Nursing Facility
Up to a combined In-Network and Out-of-Network total of 30
days per Insured, per Benefit Period

Deductible and Coinsurance

Sleep Study Services

Deductible and Coinsurance

Surgical/Medical (Professional Services)

Deductible and Coinsurance

This information is for comparison purposes only and not a complete description of benefits. All descriptions of coverage are subject to the provisions of the corresponding
contract/policy, which contains all the terms and conditions of coverage and exclusions and limitations. Certain services not specifically noted may be excluded. Please refer to
the contract/policy issued for a complete description of benefits, exclusions limitations and conditions of coverage. If there is a difference between this comparison and its
corresponding contract/policy, the contract/policy will control.
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COVERED SERVICES In-Network Out-of-Network
Some services may require Prior Authorization. (Contracting Providers) (Noncontracting Providers)
The Insured is responsible to pay these amounts:
Therapy Services Deductible and Coinsurance

(Including but not limited to Radiation, Chemotherapy and
Renal Dialysis)

Temporomandibular-Joint (TMJ) Services Deductible and Coinsurance
Up to a Lifetime Benefit Limit of $2,000 per Insured
Transplant Services Deductible and Coinsurance

NOTE: Be aware that your actual costs for services provided by an Out-of-Network Provider may exceed this Policy’s Out-of-
Pocket Limit for Out-of-Network services. In addition, Out-of-Network Providers can bill you for the difference between the
amount charged by the Provider and the amount allowed by Blue Cross of Idaho. By choosing a Noncontracting Provider you
may be responsible for the difference between the BCI Allowed Amount and what the Noncontracting Provider charges. This is
called balance-billing.

! Comprehensive Major Medical Benefits are paid secondary to Medicare. Blue Cross of Idaho will not cover any part of a benefit to the
extent the Covered Service is actually paid under Medicare Part A and/or Part B.

PRESCRIPTION DRUG BENEFITS
e The Formulary will be made available to any Insured on request by contacting our Blue Cross of Idaho Customer Service Department
at (208) 331-8897 or (866)-804-2253.
e Each non-Specialty Prescription Drug shall not exceed a 90-day supply at one (1) time.
o Each Specialty Prescription Drug shall not exceed a 30-day supply at one (1) time.
o Prescription Drug Services apply to the Out-of-Pocket Limits

*The first fill of Specialty Prescription Drugs may be provided by a Retail Pharmacy; additional refills must be provided by a Specialty
Pharmacy within the Exclusive specialty network.

**For a covered Prescription Drug dispensed by a Non-Participating Pharmacist/Pharmacy, the Insured is responsible for paying for
the Prescription Drug at the time of purchase and must submit a claim to BCI or its PBM.

Retail Maintenance Drugs, Mail Order Maintenance Drugs, Mail Order Non-Maintenance Drugs
Each Prescription Drug shall not exceed a 90-day supply at one (1) time

Retail Non-Maintenance Drugs
Limited to a 30-day supply at one time

RETAIL OR BCI MAIL ORDER PHARMACIES

Participating **Nonparticipating
Tier 1 —Generic Drugs 30% Coinsurance after the Individual/Family Deductible is met
Tier 2 Preferred Brand Name Drugs 30% Coinsurance after the Individual/Family Deductible is met

Tier 3 - Non-Preferred Brand Name Drugs, *Generic | 30% Coinsurance after the Individual/Family Deductible is met
Specialty Drugs and *Preferred Specialty Drugs

Tier 4 — *Non-Preferred Specialty Drugs 30% Coinsurance after the Individual/Family Deductible is met
ACA Preventive Prescription Drugs No Charge
HSA Preventive Prescription Drugs No Charge

This information is for comparison purposes only and not a complete description of benefits. All descriptions of coverage are subject to the provisions of the corresponding
contract/policy, which contains all the terms and conditions of coverage and exclusions and limitations. Certain services not specifically noted may be excluded. Please refer to
the contract/policy issued for a complete description of benefits, exclusions limitations and conditions of coverage. If there is a difference between this comparison and its
corresponding contract/policy, the contract/policy will control.
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Prescribed Contraceptives No Charge

Human Growth Hormone Therapy Subject to above listed pharmacy Copayments

(Prior Authorization required.)

Medical Services available by a Licensed Benefits are available for Albertsons and Safeway Pharmacists practicing
Pharmacist: under the rules of the Idaho State Board of Pharmacy only:

Limited to the administration and evaluation of flu No Charge after the Individual/Family Deductible is met.

prophylaxis, rapid flu test, rapid strep test, Urinary
Tract Infection (UTI) diagnosis, cold sore, hormonal
contraceptives, and statins, as allowed by the Idaho
State Board of Pharmacy.

Diabetes Management

Insulin Syringes/Needles Insulin subject to above listed pharmacy Copayments.
Insulin syringes/needles covered if purchased within 30
days of Insulin purchase. (only 1 Copayment required)

Other Diabetic Supplies
Benefits shall be provided for blood sugar diagnostics: $10 Copayment per item
e lancets

e teststrips (blood glucose and urine)
e alcohol swabs

Note: Certain Prescription Drugs have generic equivalents. If the Insured requests a Brand Name Drug, the Insured is responsible for
the difference between the price of the Generic Drug and the Brand Name Drug, regardless of the Preferred or Non-Preferred status.

This information is for comparison purposes only and not a complete description of benefits. All descriptions of coverage are subject to the provisions of the corresponding
contract/policy, which contains all the terms and conditions of coverage and exclusions and limitations. Certain services not specifically noted may be excluded. Please refer to
the contract/policy issued for a complete description of benefits, exclusions limitations and conditions of coverage. If there is a difference between this comparison and its
corresponding contract/policy, the contract/policy will control.



Attachment A:
NON-EMERGENCY SERVICES REQUIRING PRIOR AUTHORIZATION ANNUAL NOTICE

NOTICE: Prior Authorization is required to determine if specified services listed below are Medically Necessary
and a Covered Service. If Prior Authorization has not been obtained to determine Medical Necessity, services
may be subject to denial. Any dispute involved in Blue Cross of Idaho’s Medical Necessity decision must be
resolved by use of the Blue Cross of Idaho appeal process.

If Non-Medically Necessary services are performed by Contracting Providers, without the Prior Authorization by
Blue Cross of Idaho, and benefits are denied, the cost of said services are not the financial responsibility of the
Insured. The Insured is financially responsible for Non-Medically Necessary services performed by a provider
who does not have a provider contract with Blue Cross of Idaho.

Blue Cross of Idaho will respond to a request for Prior Authorization for the services listed below received from
either the Provider or the Insured within two (2) business days of the receipt of the medical information necessary to
make a determination. For additional information, please check with your Provider, call Customer Service at the
telephone number listed on the back of the Insured’s Identification Card or check the BCI Website at
www.bcidaho.com.

Prior Authorization is not a guarantee of payment. It is a pre-service determination of Medical Necessity based
on information provided to Blue Cross of Idaho at the time the Prior Authorization request is made. Blue Cross
of Idaho retains the right to review the Medical Necessity of services, eligibility of services and benefit limitations
and exclusions after services are received.

The following services require Prior Authorization:
Procedures:

. Stereotactic radiosurgery

Intensity-modulated radiation therapy (IMRT)
Proton beam therapy

Spinal cord stimulator

Removal of kidney tumors

Dental Surgery related to an accident
Transplants (organ, tissue, etc.)

Nasal and sinus Surgery

Eyelid Surgery

Reconstructive and cosmetic/plastic Surgery, including breast reconstruction after mastectomy
Surgery for snoring or sleep problems

Gender reassignment services

Invasive treatment of lower extremity veins

Jaw Surgery

Breast reduction surgery

Certain Inpatient and Outpatient surgical procedures

Services:

Acute Inpatient hospitalization

Long-term acute care hospital (LTACH) admissions
Rehabilitation and long-term care facility admissions
Skilled nursing facility admissions

Sub-acute and transitional care admissions
Certain genetic testing

Bone stimulation for fracture healing
Hyperbaric oxygen therapy

Non-emergency ambulance transport
Behavioral Health Services

o Psychological testing/neuropsychological evaluation testing
o Electroconvulsive therapy (ECT)

o Intensive outpatient program (IOP)

SOIAA (07/22) Blue Cross of Idaho Health Services, Inc.
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o Partial hospitalization program (PHP)
o Residential treatment center (RTC)
o Transcranial Magnetic Stimulation (TMS)
. Advanced Imaging Specialty Health Services:
o Sleep Studies
o Sleep therapy
e Oral appliances for sleep apnea
e Continuous positive airway pressure (CPAP)/bilevel positive airway pressure (BiPAP)
o Nuclear Cardiology
o Magnetic Resonance Imaging (MRI)
o Magnetic Resonance Angiography (MRA)
o Computed Tomography Scans (CT Scan)
o CT Angiogram Scan (CTA)
o Positron Emission Tomography (PET)
o Pain management
o Musculoskeletal procedures
e Spine
« Joints
Pharmacy
. Certain Prescription Drugs (find a full list at members.bcidaho.com)
. Growth hormone therapy
. Outpatient intravenous (1V) therapy for infusion drugs (find a list at members.bcidaho.com)

Durable Medical Equipment:
° Equipment with costs of more than one thousand dollars ($1,000) (including rent-to-purchase items)
° Orthotic Devices and Prosthetic Appliances with costs of more than one thousand dollars ($1,000)

SOIAA (07/22) Blue Cross of Idaho Health Services, Inc.
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Attachment B:
SmartShopper Savings and Incentive Program

SmartShopper is a voluntary program that allows Insureds to shop for eligible medical services, review cost and
quality comparisons between local Contracting Providers, and receive a cash incentive for selecting a cost-effective
Provider.

As part of the shopping experience, a list of available Contracting Providers along with any cash incentives
associated with each Provider will be shown. When shopping for an eligible service, SmartShopper estimates the
cost of the service at different Contracting Providers. If the Insured chooses to have a service performed by a cost-
effective Provider, the Insured can earn a cash incentive.

Insureds remain free to seek care at the Provider of their choice regardless of whether the Provider is on the
SmartShopper list or whether an incentive is available. Insureds with coverage under Medicaid or Medicare as their
primary insurance are not eligible to receive incentives under the SmartShopper program.

SmartShopper incentive payments are processed within approximately sixty (60) days after the date the eligible
Covered Services are received and are considered taxable income to the recipient.

For more information about SmartShopper, including a list of eligible services and answers to frequently asked
questions, please log on to the Blue Cross of Idaho member account at members.bcidaho.com and access the
CostAdvisor tool or call the SmartShopper Personal Assistant Team at 866-507-3528. The Personal Assistant Team
is available Monday through Thursday from 8 a.m. to 8 p.m. and Friday from 8 a.m. to 6 p.m. ET.

Form No. 18-10016 (01/23) Blue Cross of Idaho Health Services, Inc.
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ACCEPTANCE

In consideration of the accepted Blue Cross of Idaho fully insured proposal, and the continuing payment of premiums
when due, and subject to all terms of this Policy, Blue Cross of Idaho hereby agrees to provide each enrolled Insured of
the Group the benefits of this Policy (Group Policy Number 10040000), beginning on each Insured’s Effective Date.

This Policy renews on an annual basis. Premium payments are due on a month-to-month basis. The Group's Policy

Date is July 1, 2022 to June 30, 2023.

State of Idaho

Department of Administration
650 West State Street

P.O. Box 83720

Boise, ID 83720-0003

Keith Reynolds
Director, Department of Administration

Blue Cross of Idaho
Health Service, Inc.
PO Box 7408
Boise, ID 83707

Paul Zurlo
President, Health Markets
July 1, 2022



HOW TO SUBMIT CLAIMS

An Insured must submit a claim to Blue Cross of Idaho (BCI) in order to receive benefits for Covered Services. There
are two ways for an Insured to submit a claim:

1.

The health care Provider (hospital, doctor, or other facility or specialist) can file the claim for the
Insured. Most Providers will submit a claim on an Insured's behalf if the Insured shows them a BCI
identification card and asks them to send BCI the claim.

The Insured can send BCI the claim.

For Medicare eligible Insureds: the hospital will file Medicare Part A claims for the Insured, and the
Physician or other Provider will file Medicare Part B claims. Generally, the Provider will also file
Blue Cross of Idaho claims. To avoid possible confusion, the Insured should confirm with the
Providers that they will file Blue Cross of Idaho claims on behalf of the Insured.

To File an Insured’s Own Claim
If a Provider prefers that an Insured file the claim, here is the procedure to follow:

1.

Ask the Provider for an itemized billing. The itemized billing should show each service received and
its procedure code and its diagnosis code, the date each service was furnished, and the charge for each
service. Medicare eligible Insureds should wait until Medicare has processed the claim and the
Insured has received the Medicare Explanation of Benefits. BCI cannot accept billings that only say
"Balance Due," "Payment Received" or some similar statement.

Obtain a Member Claim Form from the BCI Website, www.bcidaho.com, from the Provider or any of
BClI's offices, and follow the instructions. Use a separate billing and Member Claim Form for each
patient involved.

Attach the billing and/or Medicare’s Explanation of Benefits to the Member Claim Form and send it
to:

Blue Cross of Idaho Claims Control
Blue Cross of Idaho

P.O. Box 7408

Boise, ID 83707

For assistance with claims or health benefit information, please call BCI Customer Service at
1-208-331-8897 or 1-866-804-2253.

How Blue Cross of Idaho Notifies the Insured

BCI will send the Insured an Explanation of Benefits (EOB) either electronically or by mail, as soon as the claim is
processed. The EOB will show all the payments BCI made and to whom the payments were sent. It will also explain
any charges BCI did not pay in full. Insureds should print the electronic copy and keep the EOB for their records. If an
Insured would like a paper copy of their EOB, they may request one from BCI Customer Service.

GUIDE


http://www.bcidaho.com/

ELIGIBILITY AND ENROLLMENT SECTION

l. Eligibility and Enrollment
All Eligible Retirees will have the opportunity to apply for coverage under this Policy. All applications
submitted to Blue Cross of Idaho (BCI) by the Group now or in the future, shall be for Eligible Retirees or
Eligible Dependents only. Once enrolled under the Policy, Eligible Retirees may not change to another Policy
until an Open Enrollment Period.

A Eligible Retiree - An officer or employee of a state agency, department or institution, including state
officials, and elected officials who was hired on or before June 30, 2009. The retiree must be under
age 65, have at least ten (10) years (20,800 hours) of credited state service, be receiving monthly
retirement benefits from a State Retirement System and retire directly from state service.

Retirees hired after June 30, 2009 are not eligible for coverage unless they have credited state service
of at least twenty thousand eight hundred (20,800) hours before June 30, 2009 and subsequent to
reemployment, election or reappointment on or after July 1, 2009 accumulate an additional six
thousand two hundred forty (6,240) continuous hours of credited state service and are otherwise
eligible for coverage.

B. Eligible Dependent
Eligible Dependent means: (1) The spouse of the Enrollee and/or (2) the children of an Enrollee or
Enrollee’s spouse, up to their 26! birthday. The term "children™ includes natural children,
stepchildren, adopted children, or children in the process of adoption from time placed with the
Enrollee. The term "“children" also includes children legally dependent upon the Enrollee or Enrollee's
spouse for support where a normal parent-child relationship exists with the expectation that the
Enrollee will continue to rear that child to adulthood. However, if one or both of that child's natural
parents live in the same household with the Enrollee, a parent-child relationship shall not be deemed
to exist even though the Enrollee or the Enrollee's spouse provides support.

C. Conditions
1. An Eligible Retiree’s spouse may not enroll in this plan if said spouse is an Eligible
Retiree/Employee of the Group and enrolled in any other Health Benefit Plan offered by the
Group.
2. Under special circumstances approved by the Group, other children under the custodial care
of the Enrollee may be considered as Eligible Dependent(s).
3. If both parents are Eligible Retirees/fEmployees of the Group and enrolled in any Health

Benefit Plan offered by the Group, eligible dependent children may be enrolled under one or
the other parent’s policy, but not both.

4, An Enrollee must notify BCI and/or the Group within thirty (30) days when a dependent no
longer qualifies as an Eligible Dependent. Coverage for the former Eligible Dependent will
terminate the last day of the month in which the change in eligibility status took place.

5. A retiree is no longer eligible for health care coverage when the retiree turns 65. The
retiree’s dependent spouse and eligible dependent children remain eligible for health care
coverage until the spouse turns 65. A retiree’s dependent spouse and other dependents are
no longer eligible for health care coverage when the retiree’s dependent spouse turns 65.

1. Loss of Eligibility if the Group Cancels
If the State of Idaho cancels this Blue Cross of Idaho coverage, the retired Insured ceases to be an Eligible
Retiree on the Effective Date of the cancellation, unless otherwise determined by the Group.

1. Payment Of Premium And Effective Date
A All Eligible Retirees will have the opportunity to apply for coverage. All applications submitted to
Blue Cross of Idaho now or in the future, must be for Eligible Retirees or Eligible Dependents only.
Payment of premium is the responsibility of the Enrolled Retiree.

B. To be eligible for continuous group medical coverage, the Eligible Retiree must enroll within sixty
(60) days of the date of retirement.

SCHEDULE OF ELIGIBILITY 3



C. For a person who is an Eligible Retiree and who applies for coverage on or before the first day he or
she first becomes eligible as provided in item 1., the Effective Date is the first day of the month after
the person first becomes eligible.

Except as provided otherwise in this section, the Effective Date of coverage for an Eligible Retiree or
an Eligible Dependent will be the first day of the month following the month of enroliment,

D. For an Eligible Retiree to enroll himself or herself and any Eligible Dependents for coverage under
this Policy (or for an Enrollee to enroll Eligible Dependents for coverage under this Policy) the
Eligible Retiree or Enrollee, as the case may be, must complete a Blue Cross of Idaho application and
submit it and any required premiums to Blue Cross of Idaho.

The initial enrollment period is sixty (60) days for an Eligible Dependent who is an Enrollee's
newborn natural child, or child who is adopted by the Enrollee, or placed for adoption with the
Enrollee before age eighteen (18). An Enrollee’s newborn Dependent, including adopted newborn
children who are placed with the adoptive Enrollee within sixty (60) days of the adopted child’s date
of birth, are covered under this Policy from and after the date of birth for sixty (60) days.

In order to continue coverage beyond the sixty (60) days outlined above, the Enrollee must complete
an enrollment application and submit the required premium within thirty-one (31) days of the date
monthly billing is received by the Group and a notice of premium is provided to the Enrollee by the
Group.

The Effective Date of coverage will be the date of birth for a newborn natural child or a newborn
child adopted or placed for adoption within sixty (60) days of the child’s date of birth, provided the
child is enrolled during the applicable initial enroliment period.

If the date of adoption or the date of placement for adoption of a child is more than sixty (60) days
after the child’s date of birth, the Effective Date of coverage will be the date of adoption or the date of
placement for adoption. In this Policy, ‘child’ means an individual who has not attained age eighteen
(18) years as of the date of the adoption or placement for adoption. In this Policy, “placed for
adoption” means physical placement in the care of the adoptive Enrollee, or in those circumstances in
which such physical placement is prevented due to the medical needs of the child requiring placement
in a medical facility, it means when the adoptive Enrollee signs an agreement for adoption of the child
and signs an agreement assuming financial responsibility for the child.

E. Late Enrollee
If an Eligible Retiree or an Eligible Dependent does not enroll during the applicable initial enrollment
period described in Paragraph D. of this section, the Eligible Retiree or Eligible Dependent is a Late
Enrollee. Following the receipt and acceptance of a completed enroliment application, the Effective
Date of coverage for a Late Enrollee will be the date of the Group’s next Policy Date.

F. Special Enrollment Periods
An Eligible Retiree or Eligible Dependent will not be considered a Late Enrollee if:
1. The Eligible Retiree or Eligible Dependent meets each of the following:
a) The individual was covered under Qualifying Previous Coverage at the time of the
initial enrollment period;
b) The individual lost coverage under Qualifying Previous Coverage as a result of

termination of employment or eligibility, the involuntary termination of the
Qualifying Previous Coverage; and

c) The individual requests enroliment within thirty (30) days after termination of the
Qualifying Previous Coverage.

2. The individual is employed by an employer that offers multiple Health Benefit Plans and the
individual elects a different plan during an open enrollment period.
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3. A court has issued a court order requiring that coverage be provided for an Eligible
Dependent by an Enrollee under this Policy, and application for enrollment is made within
thirty (30) days after issuance of the court order.

4, The individual first becomes eligible.

5. The Eligible Employee and/or Eligible Dependent become eligible for a premium assistance
subsidy under Medicaid or the Children's Health Insurance Program (CHIP) and coverage
under this Policy is requested no later than sixty (60) days after the date the Eligible
Employee and/or Eligible Dependent is determined to be eligible for such assistance.

6. Coverage under Medicaid or CHIP for an Eligible Employee and/or Eligible Dependent is
terminated as a result of loss of eligibility for such coverage, and coverage is requested under
this Policy no later than sixty (60) days after the date of termination of such coverage.

V. Qualified Medical Child Support Order
A. If this Policy provides for family coverage, Blue Cross of Idaho shall comply with a Qualified
Medical Child Support Order (QMCSO) according to the provisions of Section 609 of ERISA and any
other applicable federal or state laws. A medical child support order is any judgment, decree or order
(including approval of a settlement agreement) issued by a court of competent jurisdiction that:

1. Provides for child support with respect to a child of an Enrollee under this Policy or provides
for health benefit coverage to such a child, is made pursuant to a state domestic relations law
(including a community property law) and relates to benefits under this Policy, or

2. Enforces a law relating to medical child support described in Section 1908 of the Social
Security Act with respect to a group health plan.

B. A medical child support order meets the requirements of a QMCSO if such order clearly specifies:

1. The name and the last known mailing address (if any) of the Enrollee and the name and
mailing address of each child covered by the order;

2. A reasonable description of the type of coverage to be provided by this Policy to each such
child, or the manner in which such type of coverage is to be determined;

3. The period to which such order applies.

C. Within fifteen (15) days of receipt of a medical child support order, BCI will notify the party who sent
the order, the group administrator, and each affected child of the receipt and of the criteria by which
BCI determines if the medical child support order is a QMCSO. With respect to a medical child
support order, affected children may designate a representative for receipt of copies of notices sent to
each of them.

D. BCI will make benefit payments to the respective party for reimbursement of eligible expenses paid

by an enrolled affected child or by an enrolled affected child's custodial parent, legal guardian or the
Idaho Department of Health and Welfare.
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INPATIENT NOTIFICATION SECTION

This section describes procedures that should be followed in order for Insureds to receive the maximum benefits
available for Covered Services. As specified, Non-Emergency Preadmission Naotification or Emergency Admission
Notification is required for all Inpatient services.

NOTE: Some Inpatient services also require the Provider to obtain Prior Authorization. Please refer to the Prior
Authorization Section.

INPATIENT NOTIFICATION

Non-Emergency Preadmission Notification

Non-Emergency Preadmission Notification is a notification to Blue Cross of Idaho by the Insured and is
required for all Inpatient admissions except Covered Services subject to Emergency or Maternity delivery
Admission Notification. An Insured should notify BCI of all proposed Inpatient admissions as soon as he or
she knows they will be admitted as an Inpatient. The natification should be made before any Inpatient
admission. Non-Emergency Preadmission Notification informs BCI, or a delegated entity, of the Insured’s
proposed Inpatient admission to a Licensed General Hospital, Alcohol or Substance Use Disorder Treatment
Facility, Psychiatric Hospital, or any other Facility Provider. This notification alerts Blue Cross of Idaho of the
proposed stay. When timely notification of an Inpatient admission is provided by the Insured to BCI, payment
of benefits is subject to the specific benefit levels, limitations, exclusions and other provisions of this Policy.

For Non-Emergency Preadmission Notification call BCI at the telephone number listed on the back of the
Enrollee’s Identification Card.

Emergency Admission Notification

When an Emergency Admission occurs for Emergency Medical Conditions and notification cannot be
completed prior to admission due to the Insured’s condition, the Insured, or his or her representative, should
notify BCI within twenty-four (24) hours of the admission. If the admission is on a weekend or legal holiday,
BCI should be notified by the end of the next working day after the admission.

This notification alerts BCI to the emergency stay.

Continued Stay Review

BCI will contact the hospital utilization review department and/or the attending Physician regarding the
Insured’s proposed discharge. If the Insured will not be discharged as originally proposed, BCI will evaluate
the Medical Necessity of the continued stay and approve or disapprove benefits for the proposed course of
Inpatient treatment. Payment of benefits is subject to the specific benefit levels, limitations, exclusions and
other provisions of this Policy.

Discharge Planning
BCI will provide information about benefits for various post-discharge courses of treatment.



PRIOR AUTHORIZATION SECTION
l. Prior Authorization

NOTICE: Prior Authorization is required to determine if the services listed in the Attachment A of the
Benefits Outline or on the Prior Authorization page of the BCI Website are Medically Necessary and a
Covered Service. If Prior Authorization has not been obtained to determine Medical Necessity, services may
be subject to denial. Any dispute involved in Blue Cross of Idaho’s Medical Necessity decision must be
resolved by use of the Blue Cross of Idaho appeal process.

If Non-Medically Necessary services are performed by Contracting Providers, without the Prior
Authorization by Blue Cross of Idaho, and benefits are denied, the cost of said services are not the financial
responsibility of the Insured. The Insured is financially responsible for Non-Medically Necessary services
performed by a Provider who does not have a Provider contract with Blue Cross of Idaho.

Prior Authorization is a request by the Insured’s Contracting Provider to BCI, or delegated entity, for
authorization of an Insured’s proposed treatment. BCI may review medical records, test results and other
sources of information to ensure that it is a Covered Service and make a determination as to Medical Necessity
or alternative treatments.

Please refer to Attachment A of the Benefits Outline, check the BCI Website at www.bcidaho.com, or call
Customer Service at the telephone number listed on the back of the Insured’s Identification Card to determine
if the Insured’s proposed services require Prior Authorization. To request Prior Authorization, the Contracting
Provider must notify BCI of the Insured’s intent to receive services that require Prior Authorization.

The notification may be completed by telephone call or in writing and must include the information necessary
to establish that the proposed services are Covered Services under the Insured’s Policy and Medically
Necessary. BCI will respond to a request for Prior Authorization received from either the Provider or the
Insured within two (2) business days of the receipt of the medical information necessary to make a
determination.

Noncontracting Providers: Please refer to Attachment A of the Benefits Outline, check the BCI Website at
www.hcidaho.com, or call Customer Service at the telephone number listed on the back of the Insured’s
Identification Card to determine if the proposed services require Prior Authorization. The Insured is
responsible for obtaining Prior Authorization when seeking treatment from a Noncontracting Provider. The
Insured is financially responsible for services performed by a Noncontracting Provider when those services are
determined to be not Medically Necessary. The Insured is responsible for notifying BCI if the proposed
treatment will be provided by a Noncontracting Provider.

Prior Authorization is not a guarantee of payment. It is a pre-service determination of Medical Necessity
based on information provided to Blue Cross of Idaho at the time the Prior Authorization request is made.
Blue Cross of Idaho retains the right to review the Medical Necessity of services, eligibility of services and
benefit limitations and exclusions after services are received.
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COMPREHENSIVE MAJOR MEDICAL BENEFITS SECTION

This section specifies the benefits an Insured is entitled to receive for the Covered Services described, subject to the
other provisions of this Policy. When an Insured has received Medicare benefits for Covered Services, BCI shall pay
secondary subject to provisions of this Policy and when required by Medicare.

COMP MAJOR MEDICAL HDHP

Benefit Period

The Benefit Period is the specified period of time during which an Insured’s benefits for incurred Covered
Services accumulate toward annual benefit limits, Deductible amounts and Out-of-Pocket Limits. The Benefit
Period consists of the contract year from July 1 to June 30 of the following year unless otherwise noted. If the
Insured’s Effective Date is after the Policy Date, the initial Benefit Period for that Insured may be less than
twelve (12) months.

The Benefit Period for Hospice Covered Services is a continuous six (6) month period that begins when a
Hospice Plan of Treatment is approved by Blue Cross of Idaho (BCI).

Deductible

A HDHP allows Enrollees to choose between two different health care coverage options:
A. Individual Option: Coverage for only one member of a household.

B. Family Option: Coverage for two or more members of a household.

Individual and Family Option Deductibles
The Individual and Family Option Deductible amounts are stated in the Benefit Outline. Expenses incurred for
noncovered services are not applicable to the Individual Option or the Family Option Deductibles.

A. Individual Option: An enrolled individual’s Deductible, as specified in the Benefits Outline, consists
of the total dollars contributed toward eligible Covered Services per Benefit Period.
B. Family Option: An enrolled family’s Deductible, as specified in the Benefits Outline, consists of the

total dollars contributed toward eligible Covered Services per Benefit Period for all Insureds covered
under the same Family Option, regardless of which individual Insured, or combination of Insureds,
meets the Deductible requirement.

The Deductible contributions made under the Individual Option are not applicable to the Family Option
Deductible requirements, and vice versa, unless an Insured transfers from one option to the other.

Should the federal government adjust the Deductible for high deductible plans as defined by the Internal
Revenue Service, the Deductible amount in this Plan will be adjusted accordingly.

Out-Of-Pocket Limit

The Out-of-Pocket Limits for the Individual Option and the Family Option are stated in the Benefits Outline.
The Out-of-Pocket Limit shall be based upon an Insured’s eligible Out-of-Pocket expenses incurred during one
Benefit Period. Eligible Out-of-Pocket expenses shall include only the Insured’s Copayments, Deductible and
Coinsurance for eligible Covered Services. When the Out-of-Pocket Limit is met, benefits payable for Covered
Services increase to 100% of the Maximum Allowance during the remainder of the Benefit Period, except for
services that do not apply to the limit as listed in the Policy.

Out-of-Pocket expenses associated with the following are not included in the Out-of-Pocket Limit:

Amounts that exceed the Maximum Allowance.

Amounts that exceed benefit limits.

Services covered under a separate Policy, if any.

Noncovered services or supplies.

Amounts that exceed the Medicare Limiting Charge, if applicable

moow>

Should the federal government adjust the Out-of-Pocket Limit for high deductible plans as defined by the
Internal Revenue Service, the Out-of-Pocket Limit amount in this Plan will be adjusted accordingly.
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Aggregate Out-of-Pocket Maximums

Only in the instance where both the Enrollee and the Enrollee’s spouse are Retirees under the age 65 of the
Group and each Eligible Insured has separate coverage under the same Health Benefit Plan, the Out-of-Pocket
amounts accrued under one Insured’s enrollment shall also be credited toward the family aggregate Out-of-
Pocket amounts of the other Insured’s enrollment, as applicable.

Providers

All Providers and Facilities must be licensed and/or registered by the state where the services are rendered,
unless exempt by federal law, and must be performing within the scope of license in order for BCI to provide
benefits.

Covered Services
Note: In order to receive benefits, some Covered Services require Prior Authorization. Please review the
Prior Authorization Section for more specific details.

To be eligible for benefits, Covered Services must be Medically Necessary and must be provided to an eligible
Insured under the terms of this Policy. Coverage includes Medically Necessary care and treatment of a
Congenital Anomaly for newborn and newly adopted children.

The Benefits Outline, attached to this Policy, is an easy reference document that contains general payment
information and a descriptive list of Covered Services. Benefits for Covered Services may be subject to
Copayments, Deductibles, Coinsurance, visit limits and other limits specified in the Benefits Outline.

Only the following are eligible Major Medical expenses:

A Applied Behavioral Analysis (ABA) - Outpatient
Benefits are covered for ABA services by Providers, including those rendered by a Provider who has
obtained a Board Certified Behavioral Analysis (BCBA) certification issued by the Behavioral
Analyst Certification Board, subject to the following:

1. Services must be identified as part of an approved treatment plan; and
2. Continuation of benefits is contingent upon approval by BCI of a plan of treatment.
B. Hospital Services
1. Inpatient Hospital Services
a) Room And Board And General Nursing Service

Room and board, special diets, the services of a dietician, and general nursing
service when an Insured is an Inpatient in a Licensed General Hospital is covered as
follows:

Q) A room with two (2) or more beds is covered. If a private room is used,
the benefit provided in this section for a room with two (2) or more beds
will be applied toward the charge for the private room. Any difference
between the charges is a noncovered expense under this Policy and is the
sole responsibility of the Insured.

(2) If isolation of the Insured is: (a) required by the law of a political
jurisdiction, or (b) required to prevent contamination of either the Insured
or another patient by the Insured, then payment for approved private room
isolation charges shall be in place of the benefits for the daily room charge
stated in paragraph one (1).

3) Benefits for a bed in a Special Care Unit shall be in place of the benefits
for the daily room charge stated in paragraph one (1).

4) A bed in a nursery unit is covered.
b) Ancillary Services
Licensed General Hospital services and supplies including:
(1) Use of operating, delivery, cast, and treatment rooms and equipment.
2 Prescribed drugs administered while the Insured is an Inpatient.
3) Administration and processing of whole blood and blood products when

the whole blood or blood products are actually used in a transfusion for an
Insured; whole blood or blood plasma that is not donated on behalf of the
Insured or replaced through contributions on behalf of the Insured.



(4)

(5)

(6)
()

(8)

Anesthesia, anesthesia supplies and services rendered by the Licensed
General Hospital as a regular hospital service and billed by the same
hospital in conjunction with a procedure that is a Covered Service.

All medical and surgical dressings, supplies, casts, and splints that have
been ordered by a Physician and furnished by a Licensed General Hospital.
Specially constructed braces and supports are not Covered Services under
this section.

Oxygen and administration of oxygen.

Patient convenience items essential for the maintenance of hygiene
provided by a Licensed General Hospital as a regular hospital service in
connection with a covered hospital stay. Patient convenience items
include, but are not limited to, an admission kit, disposable washbasin,
bedpan or urinal, shampoo, toothpaste, toothbrush, and deodorant.
Diagnostic Services and Therapy Services.

If Diagnostic Services or Therapy Services furnished through a Licensed
General Hospital are provided by a Physician under contract with the same
hospital to perform such services and the Physician bills separately, then
the Physician’s services are a Covered Service.

2. Outpatient Hospital Services
a) Emergency Care
Licensed General Hospital services and supplies for the treatment of Accidental
Injuries and Emergency Medical Conditions.

b) Surgery

Licensed General Hospital or Ambulatory Surgical Facility services and supplies
including removal of sutures, anesthesia, anesthesia supplies and services. The
furnished supplies and services must be in conjunction with a Covered Service
rendered by an employee of one (1) of the above facilities who is not the surgeon or
surgical assistant.

c) Therapy Services
3. Special Services
a) Preadmission Testing

Tests and studies required with the Insured’s admission and accepted or rendered by
a Licensed General Hospital on an Outpatient basis prior to a scheduled admission
as an Inpatient, if the services would have been available to an Inpatient of a
Licensed General Hospital. Preadmission Testing does not include tests or studies
performed to establish a diagnosis.

Preadmission Testing benefits are limited to Inpatient admissions for Surgery.
Preadmission Testing must be conducted within seven (7) days prior to an Insured’s
Inpatient admission.

Preadmission Testing is a Covered Service only if the services are not repeated
when the Insured is admitted to the Licensed General Hospital as an Inpatient, and
only if the tests and charges are included in the Inpatient medical records.

No benefits for Preadmission Testing are provided if the Insured cancels or
postpones the admission to the Licensed General Hospital as an Inpatient. If the
Licensed General Hospital or Physician cancels or postpones the admission then
benefits are provided.

b) Hospital benefits may be provided for dental extractions, or other dental procedures
if certified by a Physician that a non-dental medical condition requires
hospitalization to safeguard the health of the Insured. Non-dental conditions that
may receive hospital benefits are:

1)
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Brittle diabetes.
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(2)  History of a life-endangering heart condition.

(3)  History of uncontrollable bleeding.

(4)  Severe bronchial asthma.

(5)  Children under ten (10) years of age who require general anesthetic.

(6)  Other non-dental life-endangering conditions that require hospitalization,
subject to approval by BCI.

Skilled Nursing Facility

Benefits provided to an Inpatient of a Licensed General Hospital are also provided for services and
supplies customarily rendered to an Inpatient of a Skilled Nursing Facility. If an Insured is admitted
for Skilled Nursing Services, the contract terms in effect on the date of the admission will apply to the
Skilled Nursing Facility visit for the entire Inpatient stay. However, if an Insured’s admission crosses
Benefit Periods and the previous Benefit Period limit has been exhausted, BCI will credit the new
Benefit Period limit without discharge.

No benefits are provided when the care received consists primarily of:

1. Room and board, routine nursing care, training, supervisory, or Custodial Care.

2. Care for senile deterioration, mental deficiency or intellectual disability.

3. Care for Mental or Nervous Conditions, Alcoholism or Substance Use Disorder or Addiction.
4. Maintenance Physical Therapy, hydrotherapy, Speech Therapy, or Occupational Therapy.

When Medicare is primary, the number of days as shown in the Benefit Outline is in addition to the
Skilled Nursing Facility days paid in full by Medicare.

Ambulance Transportation Service

Ambulance Transportation Service is covered for Medically Necessary transportation of an Insured
within the local community by Ambulance under the following conditions:

1. From an Insured’s home or scene of Accidental Injury or Emergency Medical Condition to a
Licensed General Hospital.

Between Licensed General Hospitals.

Between a Licensed General Hospital and a Skilled Nursing Facility.

From a Licensed General Hospital to the Insured’s home.

From a Skilled Nursing Facility to the Insured’s home.

abkrwn

For purposes of D.1., 2. and 3. above, if there is no facility in the local community that can provide
Covered Services appropriate to the Insured’s condition, then Ambulance Transportation Service
means transportation to the closest facility that can provide the necessary service.

For purposes of this section, Ambulance means a specially designed and equipped
vehicle used only for transporting the sick and injured.

Mental Health and Substance Use Disorder Services

1. Covered Mental Health and Substance Use Disorder Services include Intensive Outpatient
Program (IOP), Partial Hospitalization Program (PHP), Residential Treatment Program,
psychological testing/neuropsychological evaluation testing and Electroconvulsive Therapy
(ECT).

2. Inpatient Mental Health and Substance Use Disorder Care
The benefits provided for Inpatient hospital services and Inpatient medical services in this
section are also provided for the care of Mental or Nervous Conditions, Alcoholism,
Substance Use Disorder or Addiction, or any combination of these.

3. Outpatient Mental Health and Substance Use Disorder Care
The benefits provided for Outpatient Hospital Services and Outpatient Medical Services in
this section are also provided for Mental or Nervous Conditions, Alcoholism, Substance Use
Disorder or Addiction, or any combination of these. The use of Hypnosis to treat an
Insured’s Mental or Nervous Condition is a Covered Service.

4, Outpatient Psychotherapy Services — Covered Services include professional office visit
services, family, individual and/or group therapy.

Maternity Services
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The benefits provided for Licensed General Hospital Services and Surgical/Medical Services are also
provided for the maternity services listed below when rendered by a Licensed General Hospital or
Physician to the Enrollee, Enrollee’s spouse (if an Insured) or Eligible Dependent child (if an
Insured). Diagnostic x-ray and laboratory services related to pregnancy, childbirth or, miscarriage are
covered.

Nursery care of a newborn infant is not a maternity service.

1. Normal Pregnancy
Normal Pregnancy includes all conditions arising from pregnancy or delivery, including any
condition usually associated with the management of a difficult pregnancy that is not defined
below as an Involuntary Complication of Pregnancy.

2. Involuntary Complications Of Pregnancy
a) Involuntary Complications of Pregnancy include, but are not limited to:
1) Cesarean section delivery, ectopic pregnancy that is terminated,

spontaneous termination of pregnancy that occurs during a period of
gestation in which a viable birth is not possible (miscarriage), puerperal
infection, and eclampsia.

2 Conditions requiring Inpatient confinement (when the pregnancy is not
terminated), the diagnoses of which are distinct from pregnancy but are
adversely affected or are caused by pregnancy. These conditions include
acute nephritis, nephrosis, cardiac decompensation, missed abortion, and
similar medical and surgical conditions of comparable severity, but do not
include false labor, occasional spotting, Physician-prescribed bed rest
during pregnancy, morning sickness, hyperemesis gravidarum,
preeclampsia, and similar conditions associated with the management of a
difficult pregnancy not constituting a nosologically distinct complication of
pregnancy.

3. If you have a birth, benefits for any hospital length of stay in connection with childbirth for
the mother or newborn child will include forty-eight (48) hours following a vaginal delivery
and ninety-six (96) hours following a cesarean section delivery. Federal law generally does
not prohibit the mother’s or newborn’s attending Provider, after consulting with the mother,
from discharging the mother or her newborn earlier than forty-eight (48) hours or ninety-six
(96) hours as applicable. For stays in excess of forty-eight (48) hours or ninety-six (96)
hours, additional benefits may be available under the terms of Item Il1., Continued Stay
Review, in the Inpatient Notification Section.

G. Transplant Services
1. Autotransplants
Autotransplants of arteries, veins, ear bones (ossicles), cartilage, muscles, skin,
hematopoietic, CAR T-Cell, and tendons; teeth or tooth buds, and other autotransplants as
Medically Necessary.

The applicable benefits provided for Hospital and Surgical/Medical Services are provided
only for a recipient of Medically Necessary Autotransplant Services. Autologous blood
transfusion, FDA approved mechanical or biological heart valves and implanting of artificial
pacemakers are not considered Transplants and are a Covered Service if Medically
Necessary.

2. Transplants

Transplants of corneas, kidneys, bone marrow, livers, hearts, lungs, pancreas, islet tissue,

hematopoietic, heart/lung and pancreas/kidney combinations, and other solid organ or tissue

Transplants or combinations, and other Transplants as Medically Necessary.

a) The applicable benefits provided for Hospital and Surgical/Medical Services are
provided for a recipient of Medically Necessary Transplant Services.

b) The recipient must have the Transplant performed at an appropriate Recognized
Transplant Center to be eligible for Benefits for Transplant(s). If the recipient is
eligible for Medicare, the recipient must have the Transplant performed at a
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c)

d)

Recognized Transplant Center that is approved by the Medicare program for the
requested Transplant Covered Services.

If the recipient is eligible to receive benefits for these Transplant Services, Organ
Procurement charges are paid for the donor (even if the donor is not an Insured).
Benefits for the donor will be charged to the recipient’s coverage.

A travel allowance may be available for the Insured and one adult caregiver for those
Insureds whose primary residence is more than 100 miles away from a Blue
Distinction Centers for Transplants (BDCT), or in the case of a kidney transplant
when more than 100 miles away from a Recognized Transplant Center. Transplant
Services must be Prior Authorized by BCI. The Insured will be notified of their
eligibility for this travel allowance upon Prior Authorization of the scheduled
Transplant services.

H. Surgical/Medical Services
1. Surgical Services

a)
b)

d)

e)

f)

Surgery—Surgery performed by a Physician or other Professional Provider.
Multiple Surgical Procedures—benefits for multiple surgical procedures
performed during the same operative session by one (1) or more Physicians or other
Professional Providers are calculated based upon the Maximum Allowance and
payment guidelines.
Surgical Supplies—when a Physician or other Professional Provider performs
covered Surgery in the office, benefits are available for a sterile suture or Surgery
tray normally required for minor surgical procedures.
Surgical Assistant—Medically Necessary services rendered by a Physician or other
appropriately qualified surgical assistant who actively assists the operating surgeon
in the performance of covered Surgery where an assistant is required. The
percentage of the Maximum Allowance that is used as the actual Maximum
Allowance to calculate the amount of payment under this section for Covered
Services rendered by a surgical assistant is 20% for a Physician assistant and 10%
for other appropriately qualified surgical assistants.
Anesthesia—in conjunction with a covered procedure, the administration of
anesthesia ordered by the attending Physician and rendered by a Physician or other
Professional Provider. The use of Hypnosis as anesthesia is not a Covered Service.
General anesthesia administered by the surgeon or assistant surgeon is not a
Covered Service.
Second And Third Surgical Opinion—
1) Services consist of a Physician’s consultative opinion to verify the need for
elective Surgery as first recommended by another Physician.
2 Specifications:
@ Elective Surgery is covered Surgery that may be deferred and is
not an emergency.
(b) Use of a second consultant is at the Insured’s option.
(©) If the first recommendation for elective Surgery conflicts with the
second consultant’s opinion, then a third consultant’s opinion is a
Covered Service.
(d) The third consultant must be a Physician other than the Physician
who first recommended elective Surgery or the Physician who
was the second consultant.

2. Inpatient Medical Services
Inpatient medical services rendered by a physician or other Professional Provider to an
Insured who is receiving Covered Services in a Licensed General Hospital or Skilled Nursing
Facility.

Inpatient medical services also include consultation services when rendered to an Insured as
an Inpatient of a Licensed General Hospital by another Physician at the request of the
attending Physician. Consultation services do not include staff consultations that are required
by Licensed General Hospital rules and regulations.

3. Outpatient Medical Services
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The following Outpatient medical services rendered by a Physician or other Professional
Provider to an Insured who is an Outpatient, provided such services are not related to
pregnancy, Chiropractic Care, Mental or Nervous Conditions, Alcoholism, Substance Use
Disorder or Addiction, except as specified elsewhere in this section:

a) Emergency Care—medical care for the treatment of an Accidental Injury or
Emergency Medical Condition.

b) Special Therapy Services—deep radiation therapy or chemotherapy for a
malignancy when such therapy is performed in the Physician’s office.

c) Home And Other Outpatient Services—medical care for the diagnosis or
treatment of an Accidental Injury, Disease, condition or IlIness.

d) Preventive Care Services
Benefits are provided for:

(1) Preventive Care Covered Services, including services, screenings and tests
that have received a rating of A or B to the extent recommended by the
U.S. Preventive Services Task Force and Health Resources and Services
Administration. Further information and specifically listed Preventive Care
Covered Services are available on the BCI Website, www.bcidaho.com.
The specifically listed Preventive Care Services on the BCI Website may
be adjusted accordingly to coincide with federal government changes,
updates, and revisions.

(2) Immunizations as specifically listed on the BCI Website,
www.hcidaho.com. All Immunizations are limited to the extent
recommended by the Advisory Committee on Immunization Practices
(ACIP) and may be adjusted accordingly to coincide with federal
government changes, updates and revisions. Other immunizations not
specifically listed on the BCI Website may be covered at the discretion of
BCI when Medically Necessary and approved by the BCI Pharmacy and
Therapeutics Committee.

e) Physician Office Visit—Physician office medical visits and consultations.
Additional services, such as treatment and diagnosis of Mental/Nervous Conditions,
or laboratory, x-ray, and other Diagnostic Services are not included in the Office
Visit. Benefits for these services may be available under other areas in this Covered
Services Section.

f) Allergy Injections

9) Telehealth Virtual Care Services

l. Diagnostic Services
Diagnostic Services include mammograms. Tests to determine pregnancy and Pap tests are covered
regardless of results. Benefits for Medically Necessary genetic testing are only available when Prior
Authorization has been completed and approved by BCI.

J. Therapy Services
1. Radiation Therapy
2. Chemotherapy
3. Renal Dialysis
a) The Maximum Allowance for Renal Dialysis is 125% of the current Medicare

allowed amount for In-Network and Out-of-Network Providers, unless a different
rate is negotiated with the treating Provider.
4. Physical Therapy

a) Payment is limited to Physical Therapy Services related to Habilitative and
Rehabilitative care, with reasonable expectation that the services will produce
measurable improvement in the Insured’s condition in a reasonable period of time.
Physical Therapy Services are covered when performed by:
1) A Physician.
(2) A Licensed Physical Therapist provided the Covered Services are directly

related to a written treatment regimen prepared by the Therapist.

3) A Podiatrist.

b) No benefits are provided for:
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(1) The following Physical Therapy Services when the
specialized skills of a Licensed Physical Therapist are not required:
@ Range of motion and passive exercises that are not
related to restoration of a specific loss of function but are useful in
maintaining range of motion in paralyzed extremities.
(b) Assistance in walking, such as that provided in support for feeble
or unstable patients.
2) Facility-related charges for Outpatient Physical Therapy Services, health
club dues or charges, or Physical Therapy Services provided in a health
club, fitness facility, or similar setting.

3) General exercise programs, even when recommended by a Physician or a
Chiropractic Physician, and even when provided by a Licensed Physical
Therapist.
(4) Maintenance, palliative or supportive care.
(5) Behavioral modification services.
5. Occupational Therapy
a) Payment is limited to Occupational Therapy Services related to Habilitative and

Rehabilitative care, with reasonable expectation that the services will produce
measurable improvement in the Insured’s condition in a reasonable period of time.
Occupational Therapy Services are covered when performed by:

1) A Physician.

(2) A Licensed Occupational Therapist, provided the Covered Services are
directly related to a written treatment regimen prepared by a Licensed
Occupational Therapist and approved by a Physician.

b) No benefits are provided for:

D Facility-related charges for Outpatient Occupational Therapy Services,
health club dues or charges, or Occupational Therapy Services provided in
a health club, fitness facility, or similar setting.

2 General exercise programs, even when recommended by a Physician or a
Chiropractic Physician, and even when provided by a Licensed
Occupational Therapist.

3) Maintenance, palliative or supportive care.
4) Behavioral modification services.
6. Speech Therapy

Benefits are limited to Speech Therapy Services related to Habilitative and Rehabilitative
care, with reasonable expectation that the services will produce measurable improvement in
the Insured’s condition in a reasonable period of time. Speech Therapy Services are covered
when performed by either of the following:

a) A Physician.
b) A Speech Therapist, provided the services are directly related to a written treatment
regimen designed by the Therapist.
c) No benefits are provided for:
1) Maintenance or supportive care.
(2) Behavioral modification services.
7. Home Intravenous Therapy (Home Infusion Therapy)

Benefits are limited to medications, services and/or supplies provided to or in the home of
the Insured, including but not limited to, hemophilia-related products and services and IVIG
products and services that are administered via an intravenous, intraspinal, intra-arterial,
intrathecal, subcutaneous, enteral, or intramuscular injection or access device inserted into
the body.

K. Home Health Skilled Nursing Care Services
The delivery of Skilled Nursing Care services under the direction of a Physician to a Homebound
Insured, provided such provider does not ordinarily reside in the Insured’s household or is not related
to the Insured by blood or marriage. The services must not constitute Custodial Care. Services must
be provided by a Medicare certified Home Health Agency and limited to intermittent Skilled Nursing
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Care. The patient’s Physician must review the care at least every thirty (30) days. No benefits are
provided during any period of time in which the Insured is receiving Hospice Covered Services.

Hospice Services

1. Conditions
An Insured must specifically request Hospice benefits and must meet the following
conditions to be eligible:

a) The attending or primary Physician must certify that the Insured is a
terminally ill patient with a life expectancy of six (6) months or less.
b) The Insured must live within the Hospice’s local geographical area.
c) The Insured must be formally accepted by the Hospice.
d) The Insured must have a designated volunteer Primary Care Giver at all times.
e) Services and supplies must be prescribed by the attending Physician and included in

a Hospice Plan of Treatment approved in advance by BCI. The Hospice must notify
BCI within one (1) working day of any change in the Insured’s condition or Plan of
Treatment that may affect the Insured’s eligibility for Hospice Benefits.

Chiropractic Care Services

a) Benefits are limited to Chiropractic Care Services related to a significant medical condition
necessitating appropriate Medically Necessary evaluation and Neuromusculoskeletal
Treatment services. Chiropractic Care Services are covered when:

1) Services are directly related to a written treatment regimen prepared and performed
by a Chiropractic Physician.
(2) Services must be related to recovery or improvement in function, with reasonable

expectation that the services will produce measurable improvement in the Insured’s
condition in a reasonable period of time.

b) No benefits are provided for:

(D) Surgery as defined in this Policy to include injections.

2 Laboratory and pathology services.

3 Range of motion and passive exercises that are not related to restoration of a
specific loss of function.

4) Massage therapy, if not performed in conjunction with other modalities or
manipulations.

(5) Maintenance, palliative or supportive care.

(6) Preventive or wellness care.

@) Facility-related charges for Chiropractic Care Services, health club dues or charges,
or Chiropractic Care Services provided in a health club, fitness facility, or similar
setting.

(8) General exercise programs.

9 Diagnostic Services, except for x-rays to assist in the diagnosis and

Neuromusculoskeletal Treatment plan as defined in this Policy.

Durable Medical Equipment

The lesser of the Maximum Allowance or billed charge for rental, (but not to exceed the lesser of the
Maximum Allowance or billed charge for the total purchase price) or, at the option of BCI, the
purchase of Medically Necessary Durable Medical Equipment required for therapeutic use. The
Durable Medical Equipment must be prescribed by an attending Physician or other Professional
Provider within the scope of license. Benefits shall not exceed the cost of the standard, most
economical Durable Medical Equipment that is consistent, according to generally accepted medical
treatment practices, with the Insured’s condition. If the Insured and his or her Provider have chosen a
more expensive treatment than is determined to be the standard and most economical by BCI, the
excess charge is solely the responsibility of the Insured. Equipment items considered to be common
household items are not covered.

Due to ongoing service requirements and safety issues relating to oxygen equipment, BCI will not
limit the cost of oxygen and the rental of oxygen delivery systems to the purchase price of the
system(s).
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0. Prosthetic Appliances
The purchase, fitting, necessary adjustment, repair, and replacement of Prosthetic Appliances
including post-mastectomy prostheses.

Benefits for Prosthetic Appliances are subject to the following limitations:

1. The Prosthetic Appliance must be Prior Authorized by BCI before the Insured purchases it.

2. Benefits shall not exceed the cost of the standard, most economical Prosthetic Appliance that
is consistent, according to generally accepted medical treatment practices, with the Insured’s
condition. If the Insured and his or her Provider have chosen a more expensive treatment
than is determined to be the standard and most economical by BCI, the excess charge is
solely the responsibility of the Insured.

3. No benefits are provided for dental appliances or major Artificial Organs, including but not
limited to, artificial hearts and pancreases.

4. Following cataract Surgery, benefits for required contact lens or a pair of eyeglasses are
limited to the first contact lens or pair of eyeglasses, which must be purchased within ninety
(90) days.

5. Benefits for required contact lens or a pair of eyeglasses for treatment of Keratoconus.

6. No benefits are provided for the rental or purchase of any synthesized, artificial speech or

communications output device or system or any similar device, appliance or computer
system designed to provide speech output or to aid an inoperative or unintelligible voice,
except for voice boxes to replace all or part of a surgically removed larynx.

P. Orthotic Devices
Orthotic Devices include, but are not limited to, Medically Necessary braces, back or special surgical
corsets, splints for extremities, and trusses, when prescribed by a Physician, Chiropractic Physician,
Podiatrist, Licensed Physical Therapist, or Licensed Occupational Therapist. Arch supports, other
foot support devices, orthopedic shoes, and garter belts are not considered Orthotic Devices. Benefits
shall not exceed the cost of the standard, most economical Orthotic device that is consistent,
according to generally accepted medical treatment practices, with the Insured’s condition.

For Insureds with Diabetes, when prescribed by a Licensed Provider, Covered Services include
therapeutic shoes and inserts. Benefits are limited to the following, per Benefit Period: one (1) pair of
custom-molded shoes and inserts, (1) one pair of extra-depth shoes, two (2) additional pairs of inserts
for custom-molded shoes, and three (3) pairs of inserts for extra-depth shoes.

Q. Dental Services Related To Accidental Injury
Dental services which are rendered by a Physician or Dentist and required as a result of Accidental
Injury to the jaw, Sound Natural Tooth, mouth, or face. Such services are covered only for the twelve
(12) month period immediately following the date of injury providing the Policy remains in effect
during the twelve (12) month period. Temporomandibular Joint (TMJ) disorder and injuries as a
result of chewing or biting are not considered Accidental Injuries. No benefits are available under this
section for Orthodontia. Injuries as a result of domestic violence are not considered Accidental
Injuries.

Benefits are provided for repair of damage to a Sound Natural Tooth, lips, gums, and other portions of
the mouth, including fractures of the maxilla or mandible. Repair or replacement of damaged
dentures, bridges, or other dental appliances is not covered, unless the appliance must be modified or
replaced due to Accidental Injury to a Sound Natural Tooth which are abutting the bridge or denture.

Benefits for dental services related to Accidental Injury under this provision shall be secondary to
dental benefits available to an Insured under another benefit section of this Policy or available under a
dental policy of insurance, contract, or underwriting plan that is separate and distinct from this Policy.

R. Rehabilitation or Habilitation Services
Benefits are provided for Rehabilitation or Habilitation services subject to the following:
1. Admission for Inpatient Physical Rehabilitation must occur within one hundred twenty (120)

days of discharge from an Acute Care Licensed General Hospital.
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2. Continuation of benefits is contingent upon approval by BCI of a Rehabilitation or
Habilitation Plan of Treatment and documented evidence of patient progress submitted to
BCI at least twice each month.

S. Diabetes Self-Management Education Services
Diabetes Self-Management Education includes instruction in the basic skills of diabetes management
through books/educational material as well as an individual or group consultation with a certified
diabetes educator, nurse, or dietitian in an American Diabetes Association (ADA) or American
Association of Diabetes Educators (AADE) certified program, or other accredited program approved
by BCI.

T. Post-Mastectomy/Lumpectomy Reconstructive Surgery
Reconstructive Surgery in connection with a Disease related mastectomy/lumpectomy, inclu